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Pathological fractures as a consequence of convulsive seizures without direct trauma occur in 0.3% of cases. Some lesions 
such as bilateral posterior dislocation of the shoulder, fracture-dislocation of the shoulder or fracture and/or dislocation of 
the hip strongly suggest a seizure as the aetiology. We report on a patient with simultaneous central dislocation of one hip 
with fracture of the contralateral femoral neck provoked by spontaneous seizures. Unrecognized associated injuries following 
a convulsion may result in long-term functional disability and legal consequences. 
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Simultaneous bilateral fractures may occur as a result 
of major accidents or local destructive diseases, or of 
spontaneous or induced convulsions. Such patholog- 
ical fractures without direct trauma occur in 0.3% 
of cases of convulsive seizures’. Bilateral lesions are 
pathognomonic. We report on a patient with simul- 
taneous central dislocation of one hip with fracture 
of the contralateral femoral neck provoked by spon- 
taneous seizure. One similar case due to electrocon- 
vulsive therapy was reported. 
During the last 5 years a 75year old man with an 
unremarkable medical history noted the gradual on- 
set of depression and cognitive changes. In the last 
10 months dementia progressed and myoclonic jerks 
occurred. He swallowed a sponge-type air freshener 
and was taken to hospital when, on general exami- 
nation, he was found normal; the patient was fully 
awake, alert but disoriented. There was reduction of 
both speech and comprehension, with regressive re- 
flexes and mild hypertonia in his limbs; however, he 
was able to walk. Metabolic screening, EKG, chest 
and abdominal x-ray, including femoral neck and 
hips, were normal on arrival. The National Center 
of Toxicology recommended gastroscopy to extract 
the sponge. After 2 hours he suffered a generalized 
tonic-clonic seizure for 2 minutes. His granddaugh- 
ter, a nurse, and the medical doctor of the emergency 
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room were present and confirmed that the patient had 
neither been involved in an accident nor fallen. A 
few hours later he showed abdominal distension. Over 
the next 2 days he was unable to walk because his 
limbs were in an abnormal position due to limitation 
in adduction and abduction. A control x-ray of the ab- 
dominal region revealed a paralytic illeon, intrapelvic 
protrusion of the femoral head, fracture of the floor of 
the left acetabulum with central dislocation of the hip, 
and a right femoral-neck fracture (Fig. 1 (a)). Periodic 
pattern and isolated myclonic jerks were shown by 
EEG. A polygraphic EEG CT scan showed cortical- 
subcortical atrophy. A biarticulate partial prosthesis 
was performed on the right femur and the dislocation 
was reduced by traction on wires placed through the 
greater trochanter (Fig. l(b)). The functional result 
was not good and the patient remained in a wheel 
chair. 
An evaluation of the traumatic complications in 
230 patients who received electroshock therapy was 
reported in 19472. Kelly reported fifty-three cases 
(23%) that subsequently suffered fractures. It was re- 
ported that 2.4% of injuries3 corresponding to 53 frac- 
tures or dislocations (21 in the spine, 15 in the neck of 
the femur, 15 in the upper humerus, 1 in the coracoid 
process and 1 dislocated jaw) occurred in 2200 pa- 
tients during electroshock therapy. 
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Fig. 1: (a) Abdominal x-ray after seizure showing the 
displaced right femoral neck and fracture of the acetabular 
floor with central protrusion of the femoral head in the 
abdominal cavity. The caecum, large intestine and stomach 
are dilated. (b) Postoperative roentgenogram showing that 
the floor of the left acetabuium is broken and the right femur 
head has been removed. 
Powell4 described 25 simultaneous bilateral neck 
fractures and five simultaneous bilateral central dis- 
locations of the hip during electroconvulsive or 
pharamacological-convulsive therapy and he reported 
the first case of simultaneous central dislocation of 
one hip with a fracture of the contralateral femoral 
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neck during a seizure. He considered this lesion as 
pathognomonic if there was no traumatic antecedent. 
There are several mechanical factors to be considered 
in these double injuries. When the legs are adducted, 
central dislocations occur and the femoral-neck frac- 
tures occur when the legs are abducted. 
Previously, bilateral femoral-neck fracturesST6 or 
bilateral central dislocation of the hip following 
a tonic-clonic generalized seizure had been de- 
scribed’es, but never both Iesions simuitaneousiy. 
A systematic review of the neurologic literature’ 
showed an incidence of 1.1% of fractures following 
convulsive seizures. Of these 0.5% had fractures due 
to direct trauma, in 0.3% of aetiology was not deter- 
mined and in 0.3% fractures occurred only as a con- 
sequence of seizures. The authors excluded vertebral 
fractures because they are frequently asymptomatic 
and the spine is not routinely examined by x-ray. It 
was pointed out that bilateral posterior dislocation or 
fracture-dislocation of the shoulder, in the absence of 
trauma, strongly suggests a seizure as the aetiology. 
Patients with hip pathology typically show knee or 
buttock pain. Other signs are ecchymosis and artic- 
ulation deformity with the hip flexed and externally 
rotated. The mobilization of the injury is painful and 
limited. A delay in diagnosis may have direct con- 
sequences: osteonecrosis of the femoral head, non- 
union of the fracture resulting in pain, joint disorders 
and degenerative joint disease. 
Unrecognized associated injuries following a con- 
vulsion may result in long-term functional disability 
and legal consequences. 
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